INTRODUCTION
Maternal morbidity and mortality is a global challenge, and most cases affect women in the immediate puerperium (day 1 to 10). Despite a drop in these rates in the last 20 years, the global maternal mortality ratio (MMR) was 210 deaths per 100,000 live births, in 2013, and 14 times higher in developing regions (1) . Mortality, however, is only a visible fraction of the problem of maternal morbidity (2) (3) . In Brazil, after the decrease of MMR mainly due to a drop in deaths with direct obstetric causes, in 2013, the ratio was 69 deaths per 100,000 live births (1) . As in the case of Latin America and the Caribbean, avoidable deaths caused by hypertensive and haemorrhagic diseases still exist, and there is a significant number of deaths with undefined causes (4) . This profile reinforces the importance of healthcare in the first few days postpartum.
Although the results of a systematic review on the effects of healthcare on the immediate puerperium have been inconclusive (5) , a study of almost two decades found relatively lower death rates between mothers who received home visits from nurses during this period (6) . Furthermore, research on the occurrence of maternal morbidity indicates the need to create programmatic actions to ensure the early detection of health issues among women who have recently given birth (2) (3) . In a review with meta-synthesis, women in Brazil, South Africa, Switzerland, and England mentioned the importance of home care provided by the health team within the first week postpartum (7) . In the transition from hospital to home, especially among primiparous women, it is important to ensure confidence regarding self-care and the role of being a mother. The reported experiences, however, revealed a lack of home care or dissatisfaction with the care that is provided (7) . The puerperium is one of the basic practice areas of the Family Health Strategy (FHS), the preferred model of primary healthcare (PHC) in Brazil (8) . The National Pact for the Reduction of Maternal and Neonatal Mortality was established as a strategic action for the initiative First Comprehensive Care Week ("PSSI") of the Ministry of Health (MS) to expand coverage and qualify care for women who had recently given birth and their newborns (NB), thus strengthening care in the Primary Care Service (PCS) (9) . The PSSI recommends home visits within the first seven days after discharge from the maternity hospital, and within the first three days when the newborn is classified as high risk. In women's care, home visits are used to know the conditions of childbirth, assess the health status of the mothers, mother-child interaction and the return of the mother's organism to pre-pregnancy conditions, verify emotional and social conditions, identify risk situations and complications to adopt the correct conduct, support breastfeeding, provide advice on self-care, and schedule a puerperium appointment before the 42 nd day after delivery. Consultations at the healthcare service from seven to ten days postpartum should be encouraged in the home visit (9) . At the FHS, home visits are the main role of community health agents, although this responsibility is shared by all team members (8) . The actions established in the PSSI involve, above all, the nurse and the community health agents, and medical assessments are requested when any alterations are detected (9) . Therefore, this study sought to answer the following research question: Did the women who underwent a postpartum review at the unit of reference receive the care actions established by the MS for home visits at the PSSI? The objective of this study was to evaluate the care provided to women during the home visits of the "First Comprehensive Care Week".
METHOD
This is an evaluative study, in which the value judgement regarding the intervention is the result of the application of criteria and standards that govern the provision of foreseen actions (10) . This study also has a cross-sectional design. It was conducted from September to December 2013, in Recife, Pernambuco, Brazil with a sample of 190 women (median postpartum of 19 days, interquartile range of 12 to 23 days). These women underwent a postpartum review at the Postnatal Outpatient Unit at a tertiary level general hospital of the Unified Health System ("SUS"). This hospital is a benchmark in northeastern Brazil for the care of women and children. To calculate the sample size, 40% of the home visits were estimated during the first week after discharge with a significance level 95% and 7% error.
In the absence of information about frequency of these home visits, a value closer to 50% was chosen, which would result in a larger sample. Considerations regarding the time available for research, the objective of contributing to the planning of puerperium actions and the possibility of appropriately supervising and controlling the quality of the process, provided that a margin of error of 7% (for the result to be between 33% and 47%) would allow for acceptable accuracy.
Convenience sampling was conducted by two of the authors who were duly trained to identify and recruit eligible women, apply the questionnaire, and ensure correct completion of the instrument. During each collection shift, based on the list of women who received care at the unit, a nominal listing was created of those women who complied with the inclusion criteria of the study, namely women residing in the state of Pernambuco and registered at the Family Health Unit (FHU). None of the women were rejected or excluded. After being informed of the research and signing an informed consent statement, the women answered the questionnaire containing information of their social and demographic profile, obstetrical and neonatal characteristics, and women's care.
Data were analysed using the software Epi Info 3.5.4. The following associations were detected: (1) home visits and high-risk pregnancy, number of the pregnancies and prenatal location; (2) high-risk pregnancy and activities for women during home visits; (3) workers who visited the mothers with the provided activities and with level of satisfaction. Significant differences were assessed using the chi-squared test and the Exact mid-P method, when necessary, with a confidence level of 95%. The term "trends" was used for results with statistical significance between 0.05 and 0. 10 Approximately 62.0% of the women received prenatal care at the FHU (38% of which simultaneously received care at another service). C-section was the most common form of delivery (67.3% in high-risk pregnancy), followed by vaginal delivery with episiotomy. A total of 59.5% had had high-risk pregnancies, of which 62.8% suffered from isolated hypertension or hypertension associated with diabetes mellitus ( Table 1) .
The first week after discharge, 42.1% of the women received home visits (5% of which were not at home). The community health agents accounted for 85% of the visits, of which 38.7% were made with a top-level professional, almost always the nurse. Of the 15% home visits of top-level professionals, 83.3% were nurses ( Table 2) .
Around 71.2% of the women who received home visits the first week after discharge completed their prenatal follow-up at the FHU. Of these women, 66.7% were assisted only by the local team. A statistical association was found between prenatal care at the FHU and home visits the first week after discharge (p = 0.049). There was no association between number of pregnancies and home visits the first week after discharge (p = 0.876). Of the women who received a home visit, 47.5% were primiparous mothers.
The most frequent activities for the women were: enquire about breastfeeding (77.6%), recommend the use of ferrous sulphate (75.0%), ask about diet (64.5%), and provide breastfeeding guidelines (64.5%). The least common activities were: evaluate volume (15.8%) and odour of genital bleeding (15.8%) and examination of the genital region (27.6%). The participation of a professional (physician and/or nurse) in the home visits, alone or accompanied, resulted in a significantly higher development of eight of the 22 recommended activities, or a trend for a higher frequency of four of these activities. In these circumstances, the performed activities were: ask about breastfeeding and diet, and recommend the use of ferrous sulphate (Table 3) .
Around 40.9% of the women with high-risk pregnancies received home visits. There was no association between gestational risk and home visit (p = 0.987). Similarly, no association was found between gestational risk and performance of the activities established for women's care during the first week after discharge. A trend was observed for greater investigation of complaints (p = 0.093) and questions about diet (p = 0.076) among women with low gestational risk (Table 3) . No association was identified between type of delivery and home visits (p = 0.219).
A total of 56.6% of recent mothers were satisfied with the women's care guidelines and 69.8% were satisfied with the care provided during the home visits in the first week after discharge (Table 4 ). The participation of physicians and/or nurses in the home visits were not associated with the opinions regarding women's care guidelines (p = 0.121) and the provided service (p = 0.232).
Variables N % Team member visited the mothers (n = 190)
The visit was completed 76 40.0
Woman was not at home 04
2.1
No visit 110 57.9
Team member who visited the mother at home (n = 80) The opinions of the women regarding the guidelines were not significantly affected by the location of prenatal care (p = 0.309), by the fact that the women was primiparous (p = 0.488) or by having a high-risk pregnancy (p = 0.252). Similarly, considerations regarding the care received during the home visits showed no statistical association with the location of prenatal care (p = 0.486), with being a primiparous mother (p = 0.349) or with having a high-risk pregnancy (p = 0.428).
DISCUSSION
In this study, the frequency of home visits the first week after discharge was low (42.1%) although the PSSI recommends attributing a strategic nature to these programme actions (9) . When compared to a multicentre study, the proportion of home visits the first week after discharge in this study was lower than the proportion found in Bangladesh (57%) and Nepal (50%), and notably higher than the proportion found in Malawi (11%) in relation to home visits three days postpartum (11) . Unlike the pact, the information system for the prenatal and birth humanisation programme ("SISPRENATAL") does not include the percentage of women who received home visits in the puerperium in its process indicators (9) . The MS recommends that the teams should routinely schedule home visits to give priority to higher risk situations (8) (9) . The overlap of low home visit frequency the first week after discharge and lack of use of risk criteria for visits is worrisome, especially since, among the studied group, 59.5% of women had high-risk pregnancies. Not even the recent mothers with hypertension and diabetes during pregnancy were given priority despite the exposure of these mothers to a high risk of postpartum glucose intolerance, cardiovascular diseases, and future diabetes mellitus in comparison with the mothers who had healthy pregnancies (12) . The percentage of adolescents in the sample demonstrates the importance of organising health services to assist and monitor this population group in the puerperium. Aside from the issues of maturity and responsibility regarding the challenges of motherhood, weight gain among pregnant adolescents tends to be greater than weight gain among adult women. Preventing postpartum weight gain has immediate benefits for women's health and can protect women from early-onset obesity, which contributes to the intergenerational transmission of disease (13) . The rate of C-sections (54.7%) performed at the units for high-risk pregnancies is another important aspect of this study. Women with clinical and obstetric complications accounted for approximately two thirds of the C-section deliveries. The World Health Organization (WHO) asserts that in the absence of medical reasons, C-sections have no benefits and, as with all surgeries, pose immediate and long-term risks. The WHO also suggests studies to assess the association between C-section rates and perinatal and maternal morbidity, and the psychosocial implications associated with this type of delivery (14) . A qualitative study conducted in Recife, Pernambuco, found that the vulnerability women feel after undergoing a C-section forces them to enquire about priority care for their condition (15) . In Brazil, studies show that the planning of home visits was non-existent or asymptomatic. In general, the home visits were only provided by community health agents or top-level professionals separately, and never by at least two members of the team. The team was only present on specific occasions when the need for other professionals during the visits was previously identified. The home visits of nurses often depended on the evaluation of the community health agents, who used their own criteria to define priorities since there is no established risk classification (16) (17) . In some cases, the community health teams requested the presence of a physician at the home (17) , while in others it was the nurses who made the request (16) . Fragile interpersonal relationships and difficulties in dealing with the fragmentation of work led to little interaction between nurses and community health agents (16) . According to the community health agents, some obstacles prevent them from dedicating more time to home visits, such as overlapping responsibilities, the need to visit the same family more than once a month, and the singularities of each region and population. A high number of assignments and limited time led the nurses to prefer service activities, such as nursing consultations, to home visits. The nurses also mentioned that fear of walking into the community area (16) was a hindrance to home visits. The physicians, however, criticised the lack of preparation of the community health agents to identify needs and schedule home visits (17) . Home visits should enable the development of educational activities and the early identification of risks and complications within the family setting. It is a privileged moment to provide the problem-solving actions that observe the healthcare needs and value the choices of patients (16) (17) . Greater approximation with the reality of these patients during postpartum visits can strengthen worker/ team/user and family ties, and increase mother and child health protection. For the health workers to insert themselves into the family setting and understand its dynamics regarding health issues, they must be able to listen attentively and have contextual knowledge. Nursing education must teach nurses the skills to mediate their technical knowledge and the practical knowledge of laypersons
In the obtained results, the community health agents were mainly responsible for the home visits, while the nurses were practically the only healthcare professionals who took part in the visits. The participation of nurses has improved the quality of care because it significantly increases the frequency of related activities (physical examination, enquiring about complaints and emotional state). Even with the presence of a healthcare professionals (physician or nurse), there was restricted access to important care activities recommended for the immediate puerperium. In many cases, biological changes of the puerperium were not observed, such as involution of the uterus and bleeding, elimination of the lochia, distension of the abdominal musculature, and conditions of the perineum and the breasts. Some of the most frequent activities performed by the team members during the home visits were enquiries and guidelines regarding breastfeeding Only 52.6% of the women were asked about complaints regardless of the level of risk of their pregnancies. In Marrakesh, a study found that 44% of women who had recently given birth had postpartum complaints. Mental distress (anxiety, crying, nervousness) was the most common complaint, followed by vaginal discharge and breastfeeding problems, infected episiotomy, and burning sensation when urinating, among others (2) . In Brazil, there is evidence of the dissatisfaction of women with the lack of interest in their complaints during the puerperium home visits (15, 18) . A better understanding of postpartum complaints is critical to improve the quality of women's healthcare.
Despite the importance of detecting emotional changes during home visits in the immediate puerperium, the emotional state of the women was rarely investigated (36.8%). During this period, 50% to 70% of recent mothers suffer from baby blues, a mild depressive state that generally appears on the third day after delivery and lasts for approximately two seems (9) . Concerns, anxiety, and stress triggered by the difficulties and insecurities of self-care and caring for the newborn, which were relatively neglected by the healthcare team, has led women to request specialised assistance for first-time mothers (7, 15) . Immediate puerperal anaemia is more common than previously thought, and can manifest as pallor, fatigue, dizziness, loss of appetite, and swelling. If untreated, it can seriously affect women's physical and emotional health. In a study conducted during the first week postpartum in rural India, 7.4% of the mothers suffered from severe anaemia and 46.0% suffered from moderate anaemia (3) . In this study, the most common recommendation during the home visits was ferrous sulphate intake as observed by the MS for women without diagnosed anaemia (9) . A significantly higher percentage of women who received prenatal care at the FHU also received home visits in the first week after discharge. Continuity is critical for the coordination and quality of care. It is therefore important to understand that continuity involves a relationship between health workers and users and that this tie can produce some insight into the concentration of home visits among the women who received prenatal care at the FHU alone. A meta--analysis found that continued care that starts in pregnancy and continues to childbirth and the postpartum is critical for the reduction of maternal and neonatal mortality (19) . The participants of this study did a postpartum review at the health service where childbirth occurred since some maternity hospitals offer this type of service. The finding that only 63.1% of the participants were informed of the need to have a puerperal appointment is suggestive of the puerperal limitations of continued care by the local team in the puerperium. A study conducted in Cuiabá, Mato Grosso do Sul, Brazil found that only 49.1% of 55 community health agents could systematically offer nursing appointments at the health service seven to ten days after delivery, and 49.1% previously scheduled the postpartum consultations (20) .
FINAL CONSIDERATIONS
The results reveal the technical, ethical, and organisational limitations of the health practices performed by the FHS teams during home visits in the puerperium. The healthcare provided to women after childbirth lacks critical activities, especially those related to breastfeeding. These findings stress the importance of providing care that observes the biological needs and social role of mothers, instead of considering the specific demands of women as secondary. Furthermore, there is a tendency to rationalise mother and child care. Regardless, home visits in the first week after discharge were positively assessed by the participants, which shows that these users have low expectations of the public health services.
The operationalisation of home visits is based on puerperal references that workers use to support their duties. The systematic and participatory planning of goals, strategies and actions, permanent education, and the continued evaluation of activities and work processes recommended by the MS are essential to address these problems and prepare team members to perform their roles and responsibilities in the puerperium. This performance affects maternal and perinatal morbidity and mortality, and the quality of life of women who have recently given birth. Rev Gaúcha Enferm. 2016 Sep;37(3):e59248
Further reflection on local practices and the contexts in which they are applied expands the perception of learning and organizational needs. This perception is essential to correctly outline the changes required during work. Efforts are also needed to improve the quality of the organisational structure of postpartum care at the FHU. Management is strategic for the translation of policies into concrete forms of organising health actions.
The main research limitations were the size of the sample, although it allowed for acceptable accuracy and managed to provide the support needed to plan actions in the puerperium, and the fact that the study population was restricted to recent mothers who had access to the postnatal review. Nevertheless, the results of this study can support further research and nursing education and practice in terms of communication and technical integration in the work of the interdisciplinary team, the importance of dialogue between health professionals and users, and to define lines of care for each situation.
